Background: Nurses who practice limitation of therapeutic effort become fully involved in emotionally charged situations, which can affect them significantly on an emotional and professional level. Objectives: To describe the experience of intensive care nurses practicing limitation of therapeutic effort. Method: A qualitative, phenomenological study was performed within the intensive care units of the Madrid Hospitals Health Service. Purposeful and snowball sampling methods were used, and data collection methods included semi-structured and unstructured interviews, researcher field notes, and participants' personal letters. The Giorgi proposal for data analysis was used on the data. Ethical considerations: This study was approved by the Ethical Research Committee of the relevant hospital and by the Ethics Committee of the Rey Juan Carlos University and was guided by the ethical principles of voluntary enrollment, anonymity, privacy, and confidentiality. Results: In total, 22 nurses participated and 3 themes were identified regarding the nurses' experiences when faced with limitation of therapeutic effort: (a) experiencing relief, (b) accepting the medical decision, and (c) implementing limitation of therapeutic effort. Conclusion: Nurses felt that, although they were burdened with the responsibility of implementing limitation of therapeutic effort, they were being left out of the final decision-making process regarding the same.
Introduction
The main aim of intensive care units (ICUs) is to restore the health of critically ill patients with possibilities of recovery, via the use of advanced treatments and life support measures, in which technology plays an important role. 1, 2 The original orientation of these services toward curing illnesses is modified by two situations: first, by the need to assist people in situations of chronicity; second, because of changes that have taken place in the criteria regulating ICU admissions, for example, in the case of non-terminal cancer patients who require intensive care. 3 These situations are not exempt from ethical dilemmas regarding the maintenance of life and the adoption of measures such as limitation of therapeutic effort (LTE) which is part of the role assigned to nurses in cases where patients have not benefitted from the prolongation of vital support measures. In these cases, the emphasis is placed on the provision of palliative care and comfort measures for the patient concerned. 4, 5 The final moments of life experienced by patients who die in the ICU are usually preceded by LTE, via the withdrawal of vital support measures and the non-initiation of the same. 6 Within these units, LTE is estimated to reach percentages of over 50%. [7] [8] [9] Thus, LTE represents a regular component of care provided at the end of life, together with analgesia, sedation, and basic care (i.e. hygiene measures) which guarantee a degree of comfort and are supportive of ensuring a ''good death'' for patients. 2, 10, 11 However, despite representing a regular component of ICU work, Coombs et al. 12 reported that ICU nurses in New Zealand experienced difficulties and were uncertain about the use of continued nutritional support, continued passive limb exercises, the use of deep sedation and the reduction of inspired oxygen for ventilated patients during final stages of life.
Two stages are distinguished within LTE: the first is related to decision-making, and the second with the execution and the application of LTE. 13 The decision of implementing LTE is one of the most relevant clinical situations for health professionals due to the considerable emotional and experiential upheaval that accompanies the decision, and which can generate a great level of psychological anxiety. 14, 15 Subsequently, upon implementing LTE, nurses can experience substantial emotional conflict, due to their almost constant presence at the patient's side and their involvement with families. 16 Thus, Peden-McAlpine et al. 17 showed that ICU nurses play an active role in decision-making processes, in order to apply LTE based on consensus and negotiations with family members. For nurses, the patient is first and foremost a person and their role is putting the medical diagnosis into the context of the patient's biographical life. This helps the nurse facilitate a transition from care directed toward maintaining life to care directed toward comfort at the end of life. 17 However, in some countries, nurses are not always able to adopt an active role in LTE. The International Nurses' End-of-Life Decision-Making in Intensive Care Research Group analyzed nurses' end-of-life decision-making practices in ICUs in five different cultural contexts (Brazil, England, Germany, Ireland, and Palestine). 4 The research group reported that nurses do not make the ''ultimate'' end-of-life decisions but they seek consensus and the provision of care directed toward comforting the patient. Moreover, the research group described that there were differences regarding the power dynamics in nurse-doctor relationships, particularly in relation to the cultural perspectives on death and dying and in the development of palliative care. 4 Also, Flannery et al. 18 reported that there were differences in the decision-making process and the collaboration between doctors and nurses, which depended on physician preference or seniority of nurses, with overall accountability assigned to the physician. This is paradoxical, especially when the Worldwide End-of-Life Practice for Patients in Intensive Care Units (WELPICUS) study reported that critical care societies worldwide reached consensus for medical and nursing staff consensus during decision-making regarding end-of-life care. Also, the WELPICUS study reported that decision-making concerning end-of-life care should be performed by a multidisciplinary team (intensivists, intensive care nurses, and other ICU professionals) after discussions with the patient and/or the surrogate decision-maker after consensus development. 13 It is important to highlight that nurses are the health professionals who are usually in-charge of implementing LTE when withdrawing devices and vital intravenous infusions. 19 In these situations, prior studies have shown that nurses require a moral justification for the same, due to the fact that they associate LTE with patient's death. 20 However, not always is there a moral justification. Previous studies describe how, in LTE, nurses understand that their main role must be to facilitate a comfortable and dignified death and always try to do the right thing for the patient. 11, 21 Thus, LTE is a key moment in the care of the patient within the ICU and the nurse holds direct responsibility in the performance of the same. 4, 11, 12, 17 It is therefore necessary to get to know and describe LTE from the point of view of the nurse working at the ICU. The question that guides this study is what is the experience of the ICU nurse regarding the phenomenon of applying LTE and withdrawing treatment and related devices that maintain the critical patient alive? Therefore, the aim of this study was to describe the experience of ICU nurses practicing LTE.
Methods

Design
A qualitative phenomenological study was conducted based on Husserl's framework. 22 Phenomenology is a type of qualitative study that explores the experiences of people immersed in situations or phenomena (e.g. LTE). Phenomenology, which is based on experiences narrated in the first person (interviews, journals, and personal letters), attempts to understand the essence of a phenomenon. 22, 23 Thus, in phenomenology, two approaches in particular are influential in healthcare: (a) descriptive phenomenology has the closest connection with Husserl's original conception of phenomenology and focuses on creating detailed descriptions of the specific experiences of others [24] [25] [26] and (b) interpretative or hermeneutic phenomenology, which seeks to understand the nature of human beings and the meanings they bestow upon the world by examining language in its cultural context. 22, 27 Husserl indicates the need to ''retain'' beliefs (bracketing) which, using the phenomenological reduction approach, would allow a critical examination of the phenomena without the influence of the researcher's own beliefs. 22, 24 Bracketing was performed in this study on the basis of the recommendation of gathering the experience of participants via their narratives and reflecting what is relevant for them, without the use of structured questionnaires constructed based on the opinion of experts or the literature. 28 Thus, phenomenology is the appropriate design for responding to the research question and fulfilling the study aim. 22 Previous studies describe the use of phenomenology for understanding the experience of the nurses facing death in ICU, and their role in the decision-making process and during withdrawal of patient's treatment. 11, 21 This study consisted of two phases. In phase 1, nurses in the ICU were contacted and the study began. However, during this phase, researchers were restricted access to the unit due to organizational requirements at the hospital. This compelled the performance of a second phase, where other ICUs were included, in which nurses who fulfilled the study inclusion criteria were recruited. In the second phase, we further examined the areas of interest detected. Specific strategies were used during each phase regarding sampling, recruitment, and data collection methods.
Research team
Six researchers participated in this study, three of whom had experience in qualitative study designs (J.F.V.G., C.C.R., and D.P.C.). Five held PhDs in health sciences, were not involved in clinical activity, and had no prior relation with the participants, except one researcher (J.F.V.G.) who was working in the cardiac intensive care unit during the study. Prior to the study, the positioning of the researchers was established regarding the theoretical framework, their beliefs, prior experience, and their motivation for participating in the research. 17 
Context
The study setting was the Hospital Madrid Health Service. The first phase took place in the post-anesthetic reanimation unit (PARU), whereas the second phase took place in the general intensive care unit (GICU), the cardiac post-surgical care unit (CPCU), and the cardiac intensive care unit (CICU).
Participants
In phenomenological studies, it is common to include participants based on purposive sampling. 22 Purposive sampling can be defined as the selection of individuals based on specific purposes associated with addressing the research study's question or aim. 29 For these reasons, a purposeful sampling method was used during phase 1, in order to recruit nurses. 22, 29 In phase 2, referral sampling was used, via a snowball sampling method, in order to access further participants. 22 The inclusion criteria consisted of nurses with work experience in caring for critical patients equal to or greater than 1 year. Nurses with less than 1 year of work experience in these units were excluded, as well as those who had suffered personal loss during the previous 6 months and those who did not wish to participate in the study.
Data collection
Data collection was performed via audio recording the interviews, the collection of personal letters provided by the participants and the use of researcher field notes. 19 Individual, unstructured interviews were performed, as well as semi-structured, face-to-face interviews. The first phase of data collection was performed via unstructured interviews based on the following opening question: what is your experience regarding LTE as an intensive care nurse? During the second phase, a question guide was elaborated (Table 1) using the data obtained in the unstructured interviews that took place in the first phase, and which were used as a basis for the format of the semi-structured interviews. 22, 23 In both phases, participants were invited to share personal documents such as letters and/or journals explaining their experience with LTE. Data collection based on personal documents such as letters is common in phenomenology as these reflect the vision of participants regarding their experience. 22, 23 These documents are included in data collection as supporting materials to complement other sources of data collection such as in-depth interviews. 22, 23, 30 In total, 22 in-depth interviews were performed, 5 non-structured interviews in phase 1, and 17 semi-structured interviews in phase 2, and 2 personal letters were gathered (participant no. 1 and 22; Table 2 ). Participant recruitment ended when the information gained from the interviews became repetitive. 22 This was achieved upon the interview of participant no. 17. The researchers then decided by consensus to continue data collection and the inclusion of participants until participant no. 22, in order to confirm the redundancy of information.
Data analysis
Giorgi's 31 proposal was used in this study to guide the process of data analysis. This model distinguishes five stages of data processing: (a) data collection, (b) reading prior literal transcription of the interviews, (c) breaking down the descriptions into separate units in order to identify the relevant meaning units for the phenomenon under study, (d) data organization and listing from the perspective of the discipline using a process of encoding, and finally, (e) data synthesis and summarization in order to communicate these to the scientific community. The interviews were analyzed simultaneously, and separately, by three of the researchers (C.C.R., D.P.C., and J.F.V.G.).
Afterwards, the data obtained were analyzed separately for both the unstructured and semistructured interviews. Subsequently, in both phases, a coding grid was created with the meaning units, their groups, and the identified themes. Within this grid, the narrations that justified the results obtained were identified. 32 Thereafter, group sessions were performed among the researchers, during which the themes of both phases demonstrating the nurses' experiences were analyzed and compared. Finally, the final themes were obtained, similarly integrating the narratives from the unstructured and semi-structured interviews. The final themes were decided via researcher consensus ( Figure 1 ). 22 
Rigor
The quality of the study was guaranteed following the recommendations for qualitative studies developed by the Consolidated Criteria for Reporting Qualitative Research (COREQ). 33 Also, the criteria for guaranteeing trustworthiness as cited by Guba and Lincoln 34 were followed (Table 3) according to the credibility, transferability, dependability, and confirmability of the data.
22,35
Ethics
This study was approved by the Ethical Research Committee of the relevant hospital and by the Ethics Committee of the Rey Juan Carlos University. Informed consent, both verbal and written, was sought from all participants. Confidentiality was preserved at all times during personal data collection and data processing and, therefore, such data were only accessible by the research team. All nurses granted permission to record the interviews. Figure 1 . Description of the data analysis process. Table 3 . Trustworthiness criteria.
Criteria
Techniques performed and application procedures Credibility Investigator triangulation: each interview was analyzed by three researchers. Thereafter, team meetings were performed in which the analyses were compared and categories were identified. Participant triangulation: the study included participants belonging to different intensive care units. Thus, multiple perspectives were obtained with a common link (the experience of applying LTE in ICUs). Triangulation of methods of data collection: both unstructured and semi-structured interviews were conducted and researcher field notes were kept. Participant validation: this consisted of asking the participants to confirm the data obtained at the stages of data collection and analysis. Transferability In-depth descriptions of the study performed, providing details of the characteristics of researchers, participants, contexts, sampling strategies, and the data collection and analysis procedures. Dependability Audit by an external researcher: an external researcher assessed the study research protocol, focusing on aspects concerning the methods applied and study design. Confirmability Investigator triangulation, participant triangulation, and data collection triangulation.
Researcher reflexivity was encouraged via the performance of reflexive reports and by describing the rationale behind the study.
Results
The mean age of the nurses was 40.8 years (+8.03), and their mean professional experience in ICUs was 13.6 years (+7.63). The participant distribution by gender was 15 women (68.2%) and 7 men (31.8%). Three main themes were identified based on the findings regarding the lived experiences of nurses 23, 30 dealing with LTE within ICUs: (a) experiencing relief, (b) accepting the medical decision, and (c) implementing LTE.
Experiencing relief
This refers to the feeling of relief and calm experienced by nurses after the death of patients who have received LTE after prolonged treatment. From the nurses' point of view, at times, patients are made to suffer without reason:
. . . in almost all cases I feel a sense of relief, there are patients who I would have limited long before in order to avoid therapeutic obstinacy. (P19, female, 32 years)
. . . sometimes care is excessively prolonged, and regarding medical care ( . . . ) I feel that maintaining it ends up doing more harm to both the family and the patient; it is a way of maintaining a total and absolute agony. It is exhausting. (P3, female, 45 years)
Nurses questioned the usefulness of certain treatments which, from their point of view, do not lead to a cure and only serve to prolong a situation which is void of sense: '' . . . very often I feel that everything we have done has been to no avail'' (P6, male, 41 years), '' . . . as soon as there is no way to cure a patient, when you truly see there is no way out, you ask yourself: why continue doing this?'' (P2, female, 51 years):
. . . I have many years' experience and I have seen many cases in which diagnoses and illnesses are repeated, and you start to see that, in the end, they end up dying, and you say to yourself: why prolong this? If the person is to die: what is the need for so much suffering? Why are so many invasive interventions performed? (P18, female, 43 years) Faced with these situations, nurses highlight the need for LTE: '' . . . therapeutic limitation is something that must exist, medicine is not infallible and sometimes the patient does not respond appropriately to treatments'' (P4, female, 46 years), '' . . . when you have done everything you can for a patient, you have to stop. It is another form of treatment'' (P9, female, 43 years).
Accepting the medical decision
This refers to the decision-making process surrounding LTE and the nurse's role in decision-making. Nurses reported that decisions are taken exclusively by doctors, together with the patient's family, and that nurses are left out of the process: '' . . . we do not participate, neither are we asked, doctors are quite reluctant to you suggesting whether or not to limit a patient'' (P13, male, 28 years), '' . . . the decision is made by doctors in clinical sessions via a consensus of opinions in favor of therapeutic limitation. If there are differing opinions, possible alternative treatments are analyzed with the family'' (P22, male, 31 years).
The lack of nurse participation in the decision-making process generates discontent; at the same time, they demand a greater say as they are the professionals who spend the most time at the patients bedside: '' . . . I feel bad, you are the one who really goes through the families' emotional upheaval, we are the ones who have to provide support and they ought to consider us more'' (P4, female, 46 years), '' . . . we have no say, but we should participate as we are the ones living with the patients, maybe we can contribute something; all I ask is that they listen'' (P7, male, 42 years).
On some occasions, nurses provided their opinion in an informal or indirect manner, with doctors with whom they shared greater trust or proximity:
. . . in decision-making, the nurse is an element that is completely on the sidelines, at least formally. I don't really know how much the comments we make end up having any influence, however that certainly is not the formal question. Rather, it depends on how well you get on with the doctor. (P6, male, 41 years) . . . you can offer your opinion, I have been working here for 20 years and I have a great relation and trust with them. I am not saying that they consider what I have to say, I can comment on these issues with the doctor, but it isn't anything official or protocolized, like comments made during a clinical team meeting. (P15, female, 49 years) However, the nurses emphasize the lack of clear criteria and consensus on behalf of the care team regarding LTE decisions:
. . . not all patients are managed in the same way, some doctors are more inclined to immediately remove treatment, while others choose to withdraw it too late. There are too many internal struggles between them for something standard to be put into place. (P7, male, 42 years) '' . . . when to limit treatment? There are no clear clinical criteria in place for this or we aren't prepared for it'' (P6, male, 41 years), '' . . . depending on the doctor and to what extent he is in favor of maintaining treatment, one or another type of measure is applied'' (P15, female, 49 years).
This situation leads to a feeling of being the patient's defenders or safeguarders, deciding what is best for patients for their comfort, and especially in order to try and protect them from what can hurt them, be harmful, or generate pain. The nurse is the professional who spends the most time with the patient, providing 24-h coverage to meet patient's needs and who interacts the most with the family. Paradoxically, nurses are not included in decision-making, and neither their criteria nor their experience are considered.
Implementing LTE
This theme concerns nurses' experiences applying LTE, and the withdrawal of life support measures (devices and drugs), especially when the time comes to remove mechanical ventilation and the endotracheal tube. In these cases, nurses not only feel that there is no treatment applied but rather that they are fulfilling an order that hastens the patient's death. They feel like executioners:
. . . the role that we have is a bit like executioners, the doctor gives the order and I am the one who follows it through. They make the decision, but you're the one who connects the drip, you're the one who removes the tube. (P8, male, 32 years) Some nurses can end up feeling responsible for the patient's death as they are the ones who apply the LTE: '' . . . removing the endotracheal tube, it is as if I am doing them in, if I remove it the patient dies . . . in the beginning you feel like you are killing the person. It's tough'' (P18, female, 43 years).
On some occasions, participants described feeling unable to limit treatments and apply other prescriptions such as pharmacological sedation:
. . . I have colleagues who develop immense attachment to their patients; they know that if they administer that morphine derived drug it is in order to limit treatment and afterwards the patient will not awake, and so, due to this emotional attachment, they can't do it. (P9, female, 43 years) At times, nurses worry about how the families view them during the withdrawal of life support measures:
. . . they tell me to remove the tube, remove the noradrenaline, and I do it. I don't mind. I do mind that the family sees me doing it, it's as if they were saying, here comes the executioner who is going to take our father or mother from us, to do in my family member. (P15, female, 49 years) 
Discussion
For the nurses, LTE can involve important ethical conflicts related to the role of carer. 11, 12, 36, 37 These ethical conflicts consisted in the fact that the order of withdrawing life support, on occasions, entails the non-application of care measures that could have been maintaining the patients comfort, such as analgesia, postural mobilizations, and nutrition. 11, 37 In a study by Coombs et al., 12 over half of the nurses surveyed (55%, n ¼ 111) disagreed that withholding and withdrawing life support treatment were ethically the same thing and 78% (n ¼ 159) of nurses felt that withholding treatment was ethically more acceptable than withdrawing the same.
Our findings reveal that nurses feel both like the patient's executioner and advocate. This role is included within the nurse's responsibility of defending the patient's best interests within the ICU and guaranteeing a death with dignity and comfort. 11, 19, 37, 38 The role of advocate or protector may be explained by the fact that, on occasion, nurses encounter physicians who provide patients and their families with a false picture of recovery or, worse, block any end-of-life discussions. 39 Other reasons that may justify the appearance of the roles of ''executioner'' and ''advocate'' within our findings may be due to the imbalance that exists in relations between doctors and nurses when taking decisions. Interprofessional collaboration has demonstrated to be an instrument that improves the attention of patients in ICU, decreasing complications and improving the confidence, communication, and relation between doctors and nurses. 40, 41 The ideal ''unified'' team working together to provide better care and improve patient outcomes may be difficult to sustain 41 due to the fact that in ICU settings, teams continuously vary due to large staff numbers, shift work, and staff rotations throughout the institution. Rose describes how this collaboration must be based on mutual respect and power sharing in decision-making. 41 Also, collaboration, by definition, implies interdependency as opposed to autonomy. In fact, autonomy of healthcare professionals may be an inappropriate goal when striving to foster interprofessional collaboration. In contrast, another factor that may justify this difference of power between doctors and nurses is gender. Zelek and Phillips 42 report how when nurses and doctors are female, traditional power imbalances in their relationship diminish, suggesting that these imbalances are based as much on gender as on professional hierarchy.
The feeling of relief that often accompanies treatment withdrawal in the case of therapy that professionals consider to be useless appears in other studies. 43, 44 In contrast, in the study by Browning 45 on the end-of-life care provided by ICU nurses, they described feelings of frustration, helplessness, or moral anguish when faced with life-sustaining treatments provided in the absence of justified clinical motives. Throughout this study, nurses reported a feeling of guilt surrounding the death of patients under their care when the time came to withdraw treatment. Nurses regarded themselves as the patients' ''executioners,'' which coincided with the results by Espinosa et al. 19 According to Gélinas et al., 44 feelings of guilt can make a nurse request a transfer to other units or even lead to them quitting their profession. This is one of the motives for which authors such as Bloomer et al. 46 recommend that, faced with specific patients in ICU terminal situations, the nurses responsible for their care should have specific psychosocial skills and expertise. Parker 47 describes seven steps that a nurse must go through when applying treatment withdrawal in order to provide a good death. These are: nurses must talk with family members, ensure all orders are written, prepare drugs, decide whether to extubate or not, decide whether or not to connect the monitor, ensure readiness, and proceed. In contrast, Ranse et al. 48 offer quite a different view, whereby the fact of having to manage these situations is seen as an ''honor'' and a ''privilege'' of ICU nurses.
However, our findings highlight a lack of participation experienced by nurses regarding decision-making, which is in line with other prior studies. 6, 49 Langley et al. 49 describe how 71% of nurses affirm their nonparticipation in end-of-life decision-making. Kranidiotis et al. 7 associate this with the fact that the doctor takes on a dominant role in the decision-making. In contrast, nurses benefit from a closer relation with the patient and the family, and their interaction with the entire ICU team puts them in an ideal position to be able to identify early on any lack of effectiveness regarding the prescribed medical treatment. 50, 51 Randall and Vicent 52 argue that shared decision-making policies improve the work environment, decrease burden, and help avoid conflicts, besides decreasing the discontent of nurses who may otherwise feel they are being excluded. 53 Our results show that nurses attempt to give their opinion and share their experience with doctors, based on the trust or proximity, which are aspects that could be considered as informal information channels. 54 The results by Gallagher et al. 4 are in contrast with our findings, as in their study, they found that the opinion of experienced nurses is considered by doctors. Gálvez et al. 38 claim that the nurse with experience collaborates subtly in decisions and is also consulted, as they are considered to be trustworthy and experienced. The lack of nurse participation found in our study may be explained by the fact that there are differences between nurses and intensivists in their perception of collaboration and other aspects of withholding and withdrawing therapy practices in the ICU (philosophy of care, objectives, and professional responsibilities), 11, 54 which may influence their involvement in decision-making. 13, 55, 56 Thus, Espinosa et al. 19 describe how the Hippocratic model, which is the base for medical acts, dictates that the doctor is the only professional with ''enough wisdom'' to treat illness and is the person who is ultimately responsible for the derived decisions.
Finally, nurses reported that the application of LTE can vary in a single patient, according to the criteria of each doctor. Wilson et al. 55 agree with our findings by identifying how the work environment, professional experience, attitudes of each doctor, their values, and relations with the family can all influence the decision-making process and the change of criteria for applying LTE. This situation can generate conflicts between professionals and family due to the fact that the treatment objectives are not altogether clear due to constant changes in the measures to be taken. 21 Another argument is that unilateral decision-making on behalf of doctors is justified, and as such, these decisions should be communicated to the rest of the ICU team, as an absence of the same may generate confusion in the patient, their family, and the nurse staff. 44, 55 An example of this is that on occasion, the role of the nurse when withdrawing treatment is not fully understood or can be misinterpreted by the family. 57 Finally, Spanish law 58, 59 states that the diagnosis, treatment, and information of the whole process of illness is the doctor's responsibility. Our results, together with other international recommendations such as the WELPICUS study, 13 reinforce the need for working in multidisciplinary teams in which the relationship between the doctor and nurse plays a significant role in end-of-life decision-making. Although laws define the legal framework which professionals should abide by, this is not incompatible with the creation of protocols and clinical guidelines that may be able to develop a way of working focused on the well-being of the ill at the end of the person's life.
Limitations
One of the study researchers (J.F.V.G.) worked as an ICU nurse at one of the units included in the first part of the study. This potential limitation was resolved in the study design, as the interviews with the nurses of the aforementioned unit were conducted by other members of the research team. Also, this study focused solely on the experiences of the ICU nurses caring for adult patients. The authors believe that the experience of pediatric ICU has specific considerations which can influence the LTE experience and the nurses. 60 At times, the nurses feel relieved with the decision of LTE when faced with situations of therapeutic futility; however, feelings of guilt can appear and some nurses may even feel like an ''executioner'' when applying these measures. Nurses adopt the role of advocate for the patient's best interests regarding medical treatment in the ICU.
These results serve to develop protocols on decision-making processes regarding LTE, the inclusion of nurses in the same, and the application of support and follow-up programs for ICU nurses who perform LTE. Furthermore, it is necessary to develop studies that research the effects of LTE implementation on behalf of ICU nurses and its emotional impact, together with the perspective of family members regarding LTE as performed by nurses on the ICU. Special consideration is warranted both in research and practice for the development of protocols and guidelines that are able to help ICU nurses to better understand and develop their role in providing end-of-life care after treatment withdrawal and to reduce ambiguity and support the delivery of care for adults as they approach the final stages of life in ICUs.
